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The Health Evidence Network
The Health Evidence Network (HEN) is an information service for public health decision-makers in the 
WHO European Region, in action since 2003 and initiated and coordinated by the WHO Regional Office 
for Europe under the umbrella of the WHO European Health Information Initiative (a multipartner 
network coordinating all health information activities in the WHO European Region).

HEN supports public health decision-makers to use the best available evidence in their own decision-
making and aims to ensure links between evidence, health policies and improvements in public health. 
The HEN synthesis report series provides summaries of what is known about the policy issue, the gaps 
in the evidence and the areas of debate. Based on the synthesized evidence, HEN proposes policy 
considerations, not recommendations, for policy-makers to formulate their own recommendations 
and policies within their national context.

The Migration and Health programme
The Migration and Health programme, formerly known as Public Health Aspects of Migrants in 
Europe (PHAME), was established in 2011 to support Member States of the WHO European Region 
to strengthen the health sector’s capacity to provide evidence-informed responses to the public 
health challenges of refugee and migrant health. The programme operates under the umbrella of the 
European health policy framework Health 2020. The programme provides support to Member States 
under four pillars: technical assistance; health information, research and training; partnership building; 
and advocacy and communication. The programme promotes a collaborative intercountry approach 
to migrant health by facilitating cross-country policy dialogue and encouraging homogeneous health 
interventions along the migration routes to promote the health of refugees and migrants and protect 
the health of the host community.

Evidence for health and well-being in context
The Evidence for health and well-being in context project was initiated by the WHO Regional Office for 
Europe in response to Members States’ demand for more locally relevant health information. As part of 
this project, a specific initiative examines the cultural contexts of health and well-being. Awareness of 
cultural contexts has always been central to the work of WHO, and the importance of cultural contexts 
is increasingly being recognized, whether in investigating the attitudes that determine the success or 
failure of immunization programmes as part of the European Vaccine Action Plan or in understanding 
community resilience and well-being in the face of poor health and economic hardship. The initiative 
aims to take a more systematic approach to investigating how culture affects the perceptions of, access 
to and experiences of health and well-being in order to help to improve health interventions and health 
policy-making. Supported by an expert group, the project works horizontally within WHO Regional Office 
for Europe and provides technical assistance to various programmatic areas by drawing on scholarship 
from the humanities and social sciences to promote a more nuanced, contextual understanding of a 
variety of public health challenges.
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Abstract
Intercultural mediators are employed to resolve linguistic and cultural barriers in a variety of health-care 
contexts. This report examines the main roles performed by intercultural mediators in health care across the 
WHO European Region and analyses evidence on their effectiveness in improving accessibility and quality 
of care for refugees and migrants, and the factors that enable them to have a positive impact. The beneficial 
impact of intercultural mediators is hindered by a lack of professionalization, insufficient training and the 
non-systematic and inconsistent implementation of intercultural mediation programmes. Developing training 
programmes and accreditation systems, further research into the effectiveness of intercultural mediators in 
health care, and the development of strategies that guarantee access to intercultural mediators in health care 
wherever and whenever needed will enormously improve the quality of health care for refugees and migrants.
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SUMMARY
The issue
Since the late 2000s, the number and proportion of refugees and migrants in the 
WHO European Region have substantially increased. A long-standing focus of 
WHO is protection of the rights of refugees and migrants, including their right 
to health. Despite this, refugees and migrants continue to encounter cultural and 
linguistic barriers in accessing high-quality health care in the Region, leading to 
health inequalities. A recent initiative to address these barriers, the WHO Regional 
Office for Europe’s Cultural Contexts of Health and Well-being project, includes 
migration as one of its four key focus areas. Since the 1990s, intercultural mediators 
have been increasingly introduced to improve the accessibility and quality of health 
care for refugees and migrants. However, little is known about the roles performed 
by intercultural mediators in different countries and their effectiveness in resolving 
the existing barriers to health care.

The synthesis question
What are the roles of intercultural mediators in health care and what is the evidence 
on their contributions and effectiveness in improving accessibility and quality of 
care for refugees and migrants in the WHO European Region?

Types of evidence
This report used a rapid review to synthesize evidence from the academic and 
grey literature published between August 2018 and January 2019 in Dutch, English, 
French, German, Russian and Spanish. A total of 82 documents were included, with  
71 reporting on work from 20 Member States of the WHO European Region and  
11 from Canada and the United States of America. Of these, 58 studies described the 
various roles of intercultural mediators in health care, 28 assessed their effectiveness 
and 46 reported the factors that enable them to make a positive impact.

Results
Three main categories of evidence were identified in the review.

Roles of intercultural mediators in health care  
	 The review found that intercultural mediators perform six main roles for 

refugees/migrants and the health-care system:
–– interpreting;
–– bridging sociocultural gaps (culture brokerage);
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–– preventing conflict and supporting resolution;
–– supporting integration into health systems, supporting empowerment 
(by providing information on the available health and social services 
and on health-care entitlements) and providing advocacy (against 
institutional racism or discrimination);

–– building trust and facilitating the therapeutic relationship; and
–– providing psychosocial support (including acting as liaison inside 
and outside medical settings), health education and promotion, 
and co-therapy (in mental health-care settings).

	 A general concern was that intercultural mediators are often required to 
undertake these tasks after limited training and in the absence of professional 
standards and ethical codes.

Training and certification  
	 Intercultural mediators working in the WHO European Region were often 

found to lack sufficient training and formal certification because most Member 
States lacked an accreditation process. In many countries, intercultural 
mediation is a precarious, temporary occupation with an uncertain income. 
The evidence showed that this is mainly due to the non-systematic and 
short-term implementation of intercultural mediation programmes aimed 
at providing equitable care to refugees and migrants.

Contributions and effectiveness of intercultural mediators  
	 The review did not identify evidence on the effect of intercultural mediation 

on the health status of refugee and migrant patients. However, the literature 
indicated that intercultural mediation between health-care providers and 
refugee/migrant patients can:

–– facilitate communication;
–– improve the therapeutic relationship by enhancing intercultural 
understanding;

–– increase patient participation in health promotion and education 
programmes;

–– reduce the perceived level of discrimination; and
–– contribute to adapting health services to the cultural characteristics 
and needs of refugees and migrants.

	 Intercultural mediators were described as being indispensable to high-quality, 
comprehensive health-care provision. Intercultural mediators’ insufficient 
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training, dominance in a three-way dialogue and overemphasis on cultural 
differences of patients to reinforce their role as experts on the patients’ cultures 
were identified as critical issues, which can disempower patients and reinforce 
the power imbalance and cultural stereotypes in the therapeutic relationship.

The analysis revealed that intercultural mediators are effective in bridging linguistic 
and cultural gaps. Full professionalization and strategies that guarantee access to 
intercultural mediators in health care for both refugee and migrant patients and 
health-care providers were found to be lacking.

Policy considerations
Based on the review findings, the following policy considerations to improve 
the equity of health services for refugees and migrants can be considered by 
Member States:

•	establish clear and coherent definitions of the roles and responsibilities of 
intercultural mediators working in the health sector;

•	establish professional guidelines, standards and quality assurance processes to 
support the recognition and full professionalization of intercultural mediation 
in health care;

•	develop standardized training and accreditation processes to facilitate the 
systematic deployment of intercultural mediators;

•	provide ongoing training, supervision and psychological support for intercultural 
mediators to build capacity and enhance the quality and consistency of their 
service;

•	provide training for health-care professionals in the use of intercultural 
mediation; and

•	develop and implement formal national strategies to maximize the contributions 
and effectiveness of intercultural mediators in the health sector and encourage 
managers and health-care providers to develop a comprehensive and systematic 
approach to the management and integration of intercultural mediators.
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1. INTRODUCTION 

1.1  Background
1.1.1  Health care provision for refugees and migrants in the WHO 
European Region
Since the late 2000s, the number and proportion of refugees and migrants in the 
WHO European Region have substantially increased (1). International migrants, 
including refugees, now make up almost 10% (90.7 million) of the population in 
the 53 Member States of the Region.

A long-standing focus of WHO is protection of the rights of refugees and 
migrants, including their right to health (2–4). World Health Assembly resolution  
WHA61.17 (2008) called upon Member States to promote migrant-sensitive health 
policies and promote equitable access to health promotion, disease prevention and 
care for migrants (5). In 2010, a global consultation, Health of Migrants; the Way 
Forward, was convened to create an action framework to assist in moving this 
resolution forward (6). One of four identified key action domains was the creation of 
migrant-sensitive health systems that are “financially sustainable, culturally sensitive 
and linguistically appropriate and delivered by a workforce aware of health issues 
associated with migration”. In response to international frameworks and strategies 
and efforts to achieve the vision of the 2030 Agenda for Sustainable Development 
towards leaving no one behind in the WHO European Region (incorporating the 
Sustainable Development Goals), the health of refugees and migrants emerged as 
an important theme for all Member States in the Region (1,7).

The 2016 Strategy and Action Plan for Refugee and Migrant Health in the WHO 
European Region (resolution EUR/RC66/R6) emphasized the need to address 
communication barriers in order to strengthen health systems and promote the 
health of refugees and migrants (8). A WHO framework of priorities and guiding 
principles to promote the health of refugees and migrants adopted at the Seventieth 
World Health Assembly in 2017 (resolution WHA70.15) (9) collected evidence, 
information, best practices, experiences and lessons learned on addressing the 
health needs of refugees and migrants. Subsequently, the Global Action Plan on 
promoting the health of refugees and migrants was adopted at the Seventy-second 
World Health Assembly in May 2019). The Global Action Plan commits Member 
States to reducing communication barriers and training health-care providers on 
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culturally sensitive service delivery, including the use of intercultural mediators 
and interpreters (10).

Other WHO reports and guidance documents emphasize the importance of 
intercultural mediation in refugee and migrant health, for example in health-care 
provision for children (11). Refugee and migrant health is also a key component 
of universal health coverage, as stated in the Thirteenth General Programme of 
Work, 2019–2023 (12):

the health and social systems of some countries are greatly strained by the 
presence of large numbers of people on the move including refugees and 
migrants. Through its equity and human right lens, WHO sees the health 
of refugees and migrants as a critical element of universal health coverage 
and will help countries to address this challenge.

The importance of cultural considerations in health, well-being and health care 
has been demonstrated by increasing evidence that the provision of medical care 
is limited if it does not match the priorities and perceived needs of those it seeks 
to serve (13). The 2014 Lancet Commission on Culture and Health argued that “the 
systematic neglect of culture in health and health care is the single biggest barrier 
to the advancement of the highest standard of health worldwide” (14). Migration 
is one of four key focus areas of the WHO Regional Office for Europe’s Cultural 
Contexts of Health and Well-being project. Its activities related to culture, migration 
and health include a toolkit to examine ways to promote migrant participation at 
different stages of policy and practice (13).

1.1.2  Intercultural mediation in health-care settings
Studies have shown that refugees and migrants in the WHO European Region 
receive a lower quality of care compared with the host population (15). The barriers 
to accessing health-care services include financial and legal barriers, linguistic 
and cultural barriers, discrimination from health-care providers, a lack of cultural 
competence in health-care providers and a lack of knowledge and understanding 
of the health-care system and of their rights among refugees and migrants (1,15). 
There is compelling international evidence on the negative impacts of unresolved 
linguistic and cultural barriers on health and health care for refugees and migrants. 
These include poor provider–patient communication, delayed patient presentation 
for care, an increased risk of misdiagnosis, poorer management of (chronic) disease, 
low participation in health promotion and prevention activities, and poorer health 
outcomes for refugees and migrants. The culturally influenced beliefs, concepts, 
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types of behaviour, traditions and religious convictions of both refugees/migrants 
and health-care providers have a profound impact on their respective expectations 
and affect their interactions. Inadequate management of these cultural differences 
may reduce the willingness of refugees and migrants to rely on health-care services 
that they feel are culturally unacceptable, irrelevant or of poor quality, thereby 
reducing both accessibility and quality of care (13,15–18).

Intercultural mediators are intermediaries who improve communication and 
understanding between participants by reducing the interference of linguistic 
and sociocultural differences (19,20). Examples of informal intercultural mediation 
include friends and family assisting refugee and migrant patients or clinicians from 
refugee and migrant communities performing this service in their new environment. 
However, this report focuses on the formal engagement of intercultural mediators 
by health-care services, in which they attend consultations to help to remove 
the linguistic and sociocultural barriers for refugees and migrants in accessing 
health-care services (21). Important aspects of their work are to prevent and 
reduce conflicts between patients and providers and reduce the power imbalance 
in the provider–patient relationship through empowering patients. Intercultural 
mediators assist health-care providers at the individual and organizational levels 
to adapting their services to the needs of refugees and migrants. Intercultural 
mediators also advocate for individual patients or patient groups, particularly 
where discriminatory practices limit the accessibility or quality of care (20,22–24). 
However, intercultural mediation programmes vary widely in their goals, priorities 
and the roles of intercultural mediators: some focus on linguistic differences, 
whereas others focus on developing cultural competence or empowering the 
patient. A complicating issue is the lack of clarity between the roles of interpreters 
and intercultural mediators in health care (23,25–30).

1.1.3  Objectives of this report
Little is known about the roles performed by intercultural mediators in the WHO 
European Region, the effectiveness of their work and the factors that enable them 
to have a positive impact. This report synthesizes the best available evidence to 
address the question: “What are the roles of intercultural mediators in health care 
and what is the evidence on their contributions and effectiveness in improving 
accessibility and quality of care for refugees and migrants in the WHO European 
Region?” It complements Health Evidence Network (HEN) synthesis report 62 (29), 
which examined the policies addressing communication barriers for refugees and 
migrants in health-care settings across the Region, and relates to HEN synthesis 
report 57 (31), which examined health literacy.
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1.2  Methodology
Literature searches of peer-reviewed and grey literature was carried out from  
August to November 2018 in English and from December 2018 to January 2019 in 
Russian to identify publications on the use of intercultural mediators in health care in 
the WHO European Region. Studies published from January 2008 to September 2018 
in Dutch, English, French, German, Russian and Spanish were included. An expert 
enquiry led to the identification of 11 documents from outside the Region that 
were included in the final analysis for their relevance as key documents providing 
a comprehensive overview of the definition and the roles of intercultural mediators. 
Annex 1 outlines the databases and websites searched and the search strategy.

A total of 82 documents on intercultural mediation in health care in 22 countries 
were included in the synthesis (15,19–30,32–100). Of these, 71 documents covering 
20 Member States of the WHO European Region were obtained from the literature 
searches. The literature from the United States and Canada obtained from an 
expert enquiry was also analysed specifically to describe the roles and definitions 
of intercultural mediators and how these differ from those of medical interpreters 
(24,36,37,46,63,64,77,85,90,93,94). Fig. 1 shows the geographical distribution of 

Fig. 1. Countries discussed in studies included in the review
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studies included in this review. Note that several documents analysed intercultural 
mediation programmes in more than one country. Furthermore, Fig. 1 does not 
include documents that were not limited to one geographical region (15,19, 
20–22,24–26,29,35,36,39,40,44–46,54,63,64,77,78,84,99). In total, 58 studies described 
the various roles of intercultural mediators in health care, 28 assessed their 
effectiveness and 46 reported the factors that enable them to make a positive impact.
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2. RESULTS
According to the Migrant Integration Policy Index (MIPEX),1  intercultural mediators 
are currently employed in health care in 17 Member States of the WHO European 
Region with the aim of reducing cultural and linguistic barriers and increasing the 
accessibility and quality of health care for refugees and migrants (101). However, 
no review of their roles or evaluation studies of their effectiveness in these roles have 
so far been published. To address this issue, this report synthesizes evidence from 
a wide range of academic disciplines, reflecting the approach of WHO’s Cultural 
Contexts of Health and Well-being project (13). This section describes the evidence 
identified on the roles and responsibilities of intercultural mediators, as well as key 
findings on their contributions and effectiveness in providing health-care services 
for refugees and migrants in the Region.

2.1  Roles of intercultural mediators in health care
The literature search identified evidence on the roles performed by intercultural 
mediators in health-care interventions; for reasons of clarity, they are described 
separately. In practice, however, the different roles may overlap. In particular, 
the role of building trust and facilitating the therapeutic relationship is highly 
cross-cutting (45, 46, 51–53,56). Sections 2.1.1–2.1.5 describe roles shared by most, 
if not all, intercultural mediators working with refugees and migrants in health 
care in the WHO European Region, whereas section 2.1.6 describes roles that are 
performed by only some intercultural mediators.

Box 1 contains four vignettes that illustrate the various cross-cutting roles of 
intercultural mediators in health-care scenarios.

2.1.1  Linguistic facilitation
The main task of many intercultural mediators is to facilitate linguistic exchange, 
which nearly always includes (linguistic) interpreting and transmitting messages in 
one-to-one meetings between health-care providers and patients who do not share 
a common language. In this role, intercultural mediators may act as interpreters 
only (21,28,32,33,34,38,41,45) or may also translate written messages (32,55,62,97).

1	 The Migrant Integration Policy Index measures policies to integrate migrants in all European Union 
Member States and in Australia, Canada, Iceland, Japan, South Korea, New Zealand, Norway, Switzerland, 
Turkey and the United States in a number of different domains, including health care.
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Box 1. Four vignettes illustrating the roles of intercultural mediators in health care

Vignette 1. Introduction of intercultural mediators in Celje, Slovenia
A study described the introduction of an intercultural mediator to improve 
the accessibility and quality of care for Albanian-speaking women in Celje, 
Slovenia, and increase the responsiveness of the newly designed preventive 
programmes to the needs of these women (32). As members of the target group 
had not previously been responsive to such programmes, the main role of the 
intercultural mediator was to raise awareness among potential participants 
and motivate them to respond to invitations (issued via Facebook and/or 
telephone) to attend the workshops. No information was provided on which 
medium gave the better response. Other tasks of the intercultural mediator 
included simultaneous translation of the workshop and cooperation in adapting 
the workshops to the specific needs of the target population. The latter task 
included informing health professionals about the specific socioeconomic/
cultural contexts and lifestyle of this community. This case study illustrates the 
intercultural mediator’s roles in linguistic facilitation, bridging sociocultural 
gaps and integrating the community into health care and social services.

Vignette 2. The work of an intercultural mediator in a hospital consultation, 
Belgium
A detailed description was given of the roles adopted by an intercultural mediator 
during an intervention with an Italian patient at a Belgian hospital (28). After 
interpreting for the health-care provider and the patient, the intercultural 
mediator checked whether the patient knew how to get to the outpatient 
clinic to which he had been referred. She explained the way to the centre but, 
noticing the patient’s confusion, decided to accompany him. During the walk, 
she asked him whether he had health insurance and about the nature of his 
medical problem. He replied that he has a dermatological problem affecting 
the genital area and wanted to know whether the dermatologist would speak 
Italian. She told him that she did not know but would accompany him to 
interpret, if necessary. This case study illustrates the role of the intercultural 
mediator in linguistic facilitation, integration and provision of psychosocial 
support, both formally in the consultation and informally afterwards.

Vignette 3. Intercultural mediation for west African refugees in Calabria, Italy
A study described the work of intercultural mediators with west African 
refugees in Calabria (Italy) (52). Thiam, an intercultural mediator of Wolof 
origin, made two trips per day to the tent camps to take patients to the medical 
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centre. He estimated that more than 80% of the refugees had never been to a 
doctor before. Taking blood samples is often an issue because some refugees 
were afraid of becoming sick or of dying from loss of blood. In such cases, 
he began by asking patients to explain their concerns. He then explained to 
the patient that a doctor is a person “who learns all his life to help people and 
that they understand that if they take your blood nothing will happen to you”.

At the clinic, Thiam met people in his office before their consultation with 
a medical provider. His first aim was to understand the patient’s reason for 
attending the clinic. Often people staying in tent camps will come just to talk 
in an attempt to ease their mental suffering. He quoted a patient: “I just come 
to ask for help because I need to talk to someone. Talk to me. You are my 
brother. I have big desperation and I want someone to help me”.

This vignette illustrates the role of the intercultural mediator in linguistic 
facilitation, bridging sociocultural gaps, integration, building trust and providing 
psychosocial support.

Vignette 4. Moroccan jinns and treatment of an epileptic child
In a case study of an intercultural mediator sharing a Moroccan explanatory 
model with a medical doctor treating an epileptic child, the child’s mother 
said the cause of her son’s epileptic seizures was a jinn (23). The intercultural 
mediator told the health-care provider that a jinn is a spirit and that many 
Moroccans believe that jinns can cause different health problems. She felt 
that it was important to refer to this common explanatory model because 
the simple translation would not enable full comprehension of the message. 
She added that these patients may consult traditional Moroccan healers, 
which may lead to the patient not adhering to the treatment. This vignette 
illustrates the roles of the intercultural mediator in linguistic facilitation and 
bridging sociocultural gaps.

2.1.2  Bridging sociocultural gaps
More than any other, the role of bridging sociocultural gaps is central to the work of 
intercultural mediators. Intercultural mediators perform this function by explaining 
and contextualizing messages and situations for both participants; they may also 
explain the sociocultural values and norms underlying their language, behaviour 
or practices (51,93,94). In the context of mental health, intercultural mediators 
may also comment on how a patient’s behaviour might be understood in their 

Box 1. (Contd)
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community of origin and whether it would be considered usual or acceptable (47). 
The different aspects of the role of the intercultural mediator can be described as 
cultural clarification and culture brokerage.2

The bridging of sociocultural gaps may be performed during three-way dialogues 
between the health-care provider, patient and intercultural mediator; in one-to-
one meetings between the mediator and the health-care provider or patient; 
or in group sessions with health-care providers and users. In these contexts, 
intercultural mediators may inform the health-care providers of the specific 
needs and socioeconomic and cultural contexts of the users (50). They may also 
be involved in planning, designing, implementing and evaluating interventions 
tailored to the needs of refugees and migrants (26,38,53,54). An example would be 
translating and adapting health education materials to the cultural characteristics 
and needs of the target population (32,55,62,97).

2.1.3  Preventing conflict and supporting resolution
A common role of intercultural mediators is to anticipate, prevent, negotiate and 
resolve divergent viewpoints or conflicts between health-care providers and patients 
(46–48,51,53). These issues may relate to divergent views of health and healing, 
and highlight the possibility that cultural values related to topics such as informed 
consent, truth-telling and end-of-life decision-making may be incommensurable 
(93,94). Conflict resolution often involves culture brokerage. In this context, 
the intercultural mediator has been described as an intermediary who helps to 
construct shared meanings in the search for conflict resolution (51).

2.1.4  Supporting integration and empowerment and providing advocacy
Intercultural mediators function as agents of integration by providing information 
to refugees and migrants on the existing social and health services and their rights 
and entitlements to these services (57); they help refugees and migrants to interact 
with these public services (35,46,47). In this context, the roles of intercultural 
mediators include both empowerment and advocacy (22). In the empowerment role, 
mediators help refugees and migrants to make the best use of the information at 
their disposal and to use the most effective strategies to resolve their own problems, 
thereby achieving the greatest possible level of independence. In the advocacy role, 

2	 The distinction between cultural clarification and culture brokerage is not completely clear. However, 
cultural clarification seems to encompass mediating spoken messages between health-care 
providers and patients, whereas culture brokerage may also take account of cultural characteristics  
(e.g. in development of a therapeutic strategy) (46).
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mediators speak on behalf of refugees and migrants who are experiencing forms of 
institutional racism and discrimination and have difficulties in defending their rights.

2.1.5  Building trust and facilitating the therapeutic relationship
Many studies describe a crucial aspect of the work of intercultural mediators as 
building trust and facilitating the therapeutic relationship: in this context, they are 
also described as relational mediators (45,46,51–53,56). This role may include 
assisting both patients and health-care providers to make the most of the health-
care encounter, for example through encouraging the patient to ask questions and 
prepare for the consultation and suggesting communication or other strategies to 
the health-care provider to facilitate the interaction (23).

2.1.6  Providing psychosocial support, health education/counselling 
and co-therapy

Psychosocial support
	 Many studies described the roles adopted by intercultural mediators in terms 

traditionally associated with the activities of social workers, counsellors, 
psychologists and health educators/promoters (28,32,37,38,44–47, 
49–53,55,56,58–60,69,70,97). Several described the different types of psychosocial 
support frequently provided by intercultural mediators (28,38,46,47,49,53,58–60), 
including general psychosocial support (49), acting as liaison inside and outside 
medical settings (including accompanying patients to different administrative/
therapeutic meetings (28,46)) and administrative and practical help (38,53). 
Specific examples include telephone counselling on HIV (58), communication 
of death and the possibility of organ donation (59), interventions to detect 
social problems and gender violence (60) and arranging/carrying out home 
visits for hard-to-reach patients (47).

Health education/counselling
	 Studies describing the involvement of intercultural mediators in health education 

and health promotion initiatives/interventions (32,47,52,55,56,58,60,69,97) 
highlight the different strategies used: group sessions led by an intercultural 
mediator (32,47,56), one-to-one meetings (52,55,58,60,69) and adaptation of 
health education material (55,97).

Co-therapy
	 The involvement of intercultural mediators and their contributions to 

different types of mental health consultation were described as following 
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an ethnopsychiatric or intercultural psychiatric approach (44–47,51,70). 
For example, in the Centre George Devereux (Paris, France), ethnoclinical 
mediators, who share the same background as their patients, act as  
co-therapists and participate in group therapy. In the Centro Frantz Fanon 
(Turin, Italy), intercultural mediators are encouraged to engage freely with 
patients to elicit their life histories (46). One study described the intercultural 
mediator’s role in mental health care as that of “a very junior co-therapist”; 
it is openly recognized and incorporated therapeutically (45). In this context, 
the mediator may, for example, provide feedback on the patient’s interpersonal 
style or participate in role play with a patient. However, the study emphasized 
that the intercultural mediator does not play the role of co-diagnostician and 
that it is “the clinician who directs the session with the mediator taking on a 
supporting role, always following the direction of the former”.

2.1.7  Intercultural mediation versus interpretation
A large number of studies contrasted the roles of intercultural mediators and 
medical interpreters in clinical settings (see Annex 2 for more information on the 
differences between these roles). The analysis revealed that a number of authors 
were concerned about a lack of consensus on the role of intercultural mediators 
in health care and about their sometimes poorly defined job description (21,34,61).3 

Their tasks have sometimes been described as “an unrealistic array” (50) and as 
“an interdisciplinary minefield” (49).

Other authors have argued, however, that the roles traditionally associated with 
intercultural mediators are necessary if we want to improve the accessibility and 
quality of care for refugees and migrants. As a result, in the literature on medical 
interpreting, there is a move away from the interpreter-as-conduit role to a more 
involved role: there is a change from viewing the interpreter as a mere word-translation 
machine (also called the conduit model) to an intercultural mediator. This change 
permits all participants to interact on an equal basis and favours objectivity over 
impartiality (35). Some studies have indeed defined the roles of interpreters in 
terms that clearly refer to roles traditionally associated with intercultural mediators, 
such as culture brokerage, advocacy, communication facilitation and providing 
help (22,26,28,35–39,102).

3	 Our analysis of the characteristics of the roles taken up by the intercultural mediators shows, however, 
that the criticism concerning the lack of consensus on the roles of intercultural mediators is, at least 
partially, unjustified.
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It has been pointed out that, without a proper understanding of the complexity of 
health-care interpreters’ practices, their codes of ethics do not necessarily improve 
the quality of care, facilitate provider–patient communication or honour the 
values of health-care contexts (e.g. patient empowerment and autonomy) (63). 
By enforcing the interpreter-as-conduit model, interpreters inevitably maintain 
the imbalance of the provider–patient relationship and reinforce the low health 
literacy of language-discordant patients (i.e. patients that do not speak the language 
of the care provider). It is also advocated that interpreters should be allowed to 
adopt an active interfering role in medical encounters. In that way, interpreters as 
communicative experts in bilingual cross-cultural care may be able to anticipate 
the patients’ communicative needs, convey the providers’ therapeutic goals and 
facilitate provider–patient interactions in a way that enhances the other speakers’ 
abilities to seek, process and utilize health information to make appropriate health 
decisions (63,64). It is clear that this approach is very close, if not identical, to the 
one adopted by many intercultural mediators. Empirical research into the roles 
that interpreters are actually performing seems to confirm an overlap of the roles 
of intercultural mediators and interpreters in health care (15,24,29,41–44,92).

There is a clear lack of empirical grounding for discussions on the roles of medical 
interpreters and intercultural mediators. As a consequence, task descriptions, 
ethical codes and professional standards may be inconsistent with the reality 
of the workplace (26,63,64). For example, one study found that only 34 of the  
1121 references cited in articles published on the concepts of interpretation and the 
roles of interpreters in health care contained empirical evidence to support their 
recommendations (40). Until now, there has been insufficient research focus on 
the pathways and strategies that allow intercultural mediators and interpreters to 
improve the quality of care (63).

This rapid review identified a number of differences between the two professions 
(26,54). However, these may be more prominent in official task descriptions and 
codes of conduct than in the workplace (78). The main difference is that the 
activities of intercultural mediators often do not involve the simultaneous presence 
of health-care providers and patients, for example providing information to patients 
on the health-care system or informing health-care providers on how to adapt 
their services to the needs of refugees and migrants. In contrast, these types of 
activity are rarely performed by interpreters. Annex 2 describes the differences in 
the roles of interpreters and intercultural mediators in health care in more detail.



13

2.2  Training, accreditation and deployment
2.2.1  Training
Many studies presented little or no information on the educational background (e.g. 
degrees held in other domains such as nursing or social work) or specific training 
of those involved in intercultural mediation programmes (28,32,53,62,71,73–75). 
Others gave a brief indication of the mediators’ training (46,50,56,58,60,70,72,96). 
When information on the training of the mediators was given, it often related to the 
specific discipline that the mediators were prepared to work in, for example organ 
donation (59), mental health (46), HIV counselling (58,66), sexual and reproductive 
health, and gender-related violence (60).

A few studies mentioned the professional background of the mediator, ranging 
from lay person to bilingual/bicultural clinician, anthropologist, social worker 
and psychologist (46,47,58,60,67,70). Originally (the early 1990s for most western 
European countries), sharing ethnicity with the target group and knowledge of the 
group’s language was deemed sufficient to be recruited as a mediator (47). As a 
result, intercultural mediators currently comprise an extremely diverse group with, 
undoubtedly, a range of differing training needs.

Limited evidence was found on the training available for intercultural mediators. 
The review found a lack of standardized training programmes to prepare mediators 
for their numerous and complex tasks (21,26,33,38,46,47,50,76). The fact that some 
intercultural mediators have limited, or no, training in interpreting is another area of 
concern because for many interpretation is a frequent, or even the main, task (21,48). 
To what extent and how intercultural mediators are evaluated and accredited also 
remains unclear. In addition, the dearth of professional guidelines, standards and 
quality assurance strategies and the limited involvement of academic institutions in 
the professionalization of the intercultural mediator are serious concerns (26,38,46).

Training has often been, and still is, provided by local nongovernmental organizations 
(NGOs) without the involvement of academic institutions (49,50). The absence 
of empirical grounding (e.g. evaluation studies into the effectiveness of different 
approaches) has been consistently identified as a barrier to constructing a 
curriculum to ensure the professionalization of intercultural mediation in health 
care (26,38,46,50,76,77).

Training programmes currently offered in the WHO European Region vary 
enormously, from very informal, two-day workshops (26,38) to two-year programmes 
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and postgraduate studies (26). They may or may not lead to a recognized degree, 
and the degrees or certificates obtained may be recognized only in one region of 
a country, for example those of some regional programmes in Italy and Spain (78).

Across the Region, vocational training programmes and training courses related to 
the implementation of intercultural mediation projects are most common. In Italy, 
several universities also offer training programmes in intercultural mediation 
at both the graduate and postgraduate levels. Access requirements for training 
programmes vary from completion of lower secondary education to a university 
degree (for access to a postgraduate programme). Furthermore, the content of 
training courses varies among countries depending on the organizing entity or the 
project specifications. However, the more extensive training programmes aimed 
specifically at intercultural mediation in health care tend to be similar across 
countries. They typically include courses on the professional identity and tasks 
of the intercultural mediator; (cross-cultural) communication skills; (medical) 
anthropology; the history and context of migration; the organization of health 
and social services; basic medical terminology; interpreting; and ethics. Theoretical 
courses are nearly always combined with on-the-job training and supervision 
sessions (78). (Case studies 1 and 2 give detailed examples of training programmes.)

Case study 1. Training programme of the Catalan Department of Health and 
a hospital psychiatry department, Barcelona

The immigration plan of “la Caixa” social and cultural outreach projects 
aimed to train all intercultural mediators in Spain (72,76). Part of the plan 
was to develop a training programme in Catalonia, with certification by the 
Health Studies Institute of the Catalan Department of Health. Based on four 
years of experience of the SURT women’s foundation (an association that 
supports the economic, social and cultural rights of women (103)) and the 
Psychiatry Department of Vall d’Hebron University Hospital, the programme 
provided 200 hours of theoretical training and 1200 hours of practical training 
to 50 currently employed intercultural mediators and 30 novices. Modules 
included medical anthropology, western biomedicine, community health, 
linguistic interpretation, cultural competence, professional identity and ethics. 
An important part of the training was role-play sessions on mediation. Small 
group supervision sessions using the interpersonal process recall approach 
provided a supportive environment for students to apply theoretical concepts 
in a practical context. The sessions focused on role confusion, the management 
of complicated situations and self-reflection. High-quality training materials 
were specifically developed for the course.
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Case study 2. The Training Intercultural Mediators for a Multicultural Europe 
project

From 2014 until 2016, the Training Intercultural Mediators for a Multicultural 
Europe (TIME) project (involving experts from Austria, Belgium, Germany, 
Greece, Italy, Poland and Portugal) explored the practices of training and 
employing intercultural mediators throughout the European Union (78). 
It promoted the exchange of good practices in intercultural mediation by 
proposing model training programmes for both intercultural mediators and 
their trainers. The TIME project analysed existing structures in the partner 
countries and proposed recommendations for the validation of training for 
intercultural mediators. Based on its research, the TIME project defined the 
desired professional profile of intercultural mediators and their trainers and 
subsequently designed comprehensive training programmes for mediators 
and their trainers, integrating best practices from all over Europe. The training 
programme is aligned with national and European qualification frameworks and 
the European credit system for vocational education and training. The validation, 
certification and accreditation procedures in partner countries were explored 
and the report provided tailored recommendations for each country.

The experiences of the different countries showed the importance of intercultural 
mediators having a sufficiently high level of general education. Higher secondary 
education was generally considered to be the lowest acceptable level for entry 
to the profession. However, mediators with a bachelor’s or master’s degree were 
more easily accepted as professionals by health-care providers. The consensus 
was that intercultural mediators should undergo specific training, ideally 
leading to a bachelor’s or master’s degree in intercultural mediation (European 
qualification framework level 6 or 7).

The TIME training course is modular and intended for both initial training and 
upskilling. Each module of the curriculum covers a certain number of the specified 
learning outcomes; the modules can be combined flexibly to accommodate 
different initial competence profiles. The course includes both general and 
specialized modules (e.g. for intercultural mediators working in health care) 
and is available on the project website (http://mediation-time.eu). The website 
provides an overview of the subjects covered by the training course, along with 
teaching methods and training material (in seven languages).

http://mediation-time.eu
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2.2.2  Certification and deployment
In general, very little information was found on existing certification and accreditation 
procedures. Certification criteria and procedures for intercultural mediators have 
been developed in at least four countries of the WHO European Region (Germany, 
Italy, Spain and Switzerland). However, the possibility cannot be excluded that 
such procedures exist in other countries but that no information was found 
owing to language bias in the literature search. The Germany Ministry of Health 
is not involved in accreditation and there was no indication that the ministries of 
health of Italy, Spain and Switzerland are involved in accreditation. Certification 
procedures in the four countries are not specifically oriented towards one field 
(e.g. health care, education) (78).

In Germany, SprInt Certification (Sprach- und Integrationsmittler) can be obtained 
after the successful completion of an 18-month programme and is recognized 
nationwide (104,105). In the Valencia Region of Spain, the Department of Solidarity and 
Citizenship regulates both the accreditation and the official registry of intercultural 
mediators. In Switzerland, the confederate professional certificate for intercultural 
interpreters and mediators, which is issued by the State Secretariat for Education, 
Research and Innovation after a successful examination, is also recognized nationwide 
(106). However, this does not mean that the profession is protected by law and that 
only certified intercultural mediators can be employed (78). Nevertheless, several 
European countries have passed specific legislation concerning or defining the 
profession of intercultural mediator, including Germany (Zertifizierte Mediatoren 
Ausbildings Verordnung (82)), Italy (Testo Unico sull’Immigrazione [Consolidated 
Law on Immigration] (83)),4 Portugal (Joint Decree No. 1165/2000 of the Presidency 
of the Council of Ministers (78)) and Spain (Royal Decree No. 638/20005 (78)).

Intercultural mediators tend to be employed by NGOs (often within the context 
of a project of uncertain duration), host institutions (e.g. hospitals, primary care 
centres) and placement agencies. Their employment status varies considerably, 
from being volunteer to freelance to salaried employee. A study by the TIME 
project partnership in 11 countries (Austria, Belgium, France, Germany, Greece, 
Italy, the Netherlands, Poland, Portugal, Spain and Switzerland) revealed that for 
most trained intercultural mediators employment is “short term and cannot be 

4	 In addition, every Italian region has defined the profession of intercultural mediator and has a specific 
training standard. As a result, certification is only valid in the region in which it was issued.

5	 Royal Decree No. 1368/2007 launched the National Catalogue of Professional Qualifications (107), which 
established six professional qualifications (including community mediation) within the category of 
community and sociocultural services, indicating that intercultural mediation is a related occupation.
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considered a professional occupation” (78). Intercultural mediators usually also 
receive low fees for their services. These combined factors mean that, for most, being 
an intercultural mediator is not a full-time job but rather a marginal employment 
that must be combined with another job (22,79–81). (See Case studies 3 and 4 for 
examples of the professionalization of intercultural mediators.)

Case study 3. Intercultural mediation programme in Belgian health care

Since 1999, the Belgian Government has funded intercultural mediators who 
are employed by hospitals to carry out on-site and video remote interventions 
in health care (23). The funding is incorporated into national hospital and the 
health insurance budgets. A total of 100 intercultural mediators now operate 
as salaried employees. A professional profile, standards for performing the 
different tasks of the mediator (interpreting, facilitating and advocacy) and 
a deontological code have been developed by the Federal Public Service for 
Health in close collaboration with both the intercultural mediators and the 
health-care providers (the professional profile, standards and ethical code 
are described in the Guide for Intercultural Mediation in Health Care (23,27)). 
This document also defines the actions that hospitals should develop and the 
conditions they should create to allow the work of the intercultural mediator 
to be effective.

Case study 4. Intercultural mediation in health care in the Emilia-Romagna 
Region, Italy

In the Emilia-Romagna Region of Italy, intercultural mediator is a recognized 
professional qualification in health care and social assistance. A defined set 
of skills and knowledge can be developed through a training course lasting 
300–500 hours combined with an internship (constituting 20–45% of the 
total training). Access to the training course is based on an evaluation of the 
student’s knowledge and skills in the area of social or health services, acquired 
through either vocational training or professional experience.

Emilia-Romagna provides cultural and linguistic mediation services in the 
following areas: women’s health, children’s health, specialist health-care 
services, mental health, public health, prisons, centres for the health of foreign 
families, and health services specifically for undocumented migrants and 
organized by the volunteer-based NGO Caritas Internationalis (87).
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According to MIPEX, intercultural mediators are currently present to some degree in 
the health-care systems of 17 European countries. However, none of these countries 
has deployed intercultural mediation in health care in a systematic way across all 
regions and health-care sectors in the country (101). 

Finally, no study provided a systematic assessment of the number of intercultural 
mediators that might be needed to provide care for refugees and migrants or 
discussed the cost and cost–effectiveness of employing intercultural mediators.

2.3  Contributions and effectiveness of intercultural 
mediators in health care
Little empirical evidence was found on the effectiveness of intercultural mediators 
in improving the accessibility of care for refugees and migrants nor on the highly 
relevant aspects of care quality such as adherence to treatment, respect for patient 
rights, patient safety and treatment outcomes. Moreover, the heterogeneity of 
intercultural mediation programmes limits the generalizability of the existing 
evidence. In addition, the review found no empirical evidence on the contributions 
of intercultural mediators to the health status of refugee and migrant patients.

The available evidence examined the effectiveness of intercultural mediators in 
improving the quality of communication and building the relationship between 
health-care professionals and users, with some evidence on reducing perceived 
discrimination, identifying social problems and gender violence, improving 
access and increasing culture competence of health-care providers/institutions 
(28,32,46,50,53,56,58,60,62,70–75,96).

2.3.1  Quality of communication: effect on the patient–provider relationship
The studies included in this synthesis review have focused on how the presence and 
intervention of the intercultural mediator affected the quality of communication 
and the relationship between health-care professionals and patients. The most 
commonly used indicator of the effect of intercultural mediators on the quality 
of care was the perception of change in the quality of communication between 
health professionals and patients as a result of mediation.

Qualitative evaluation of a Belgian intercultural mediation programme employed 
in-depth interviews with health-care providers, patients and intercultural mediators; 
participant observation; and analysis of a survey of interventions carried out by 
the intercultural mediators (56). All parties confirmed that intercultural mediation 
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contributed to an increased quality of care, in particular in facilitating the exchange 
of correct, detailed information between health-care providers and patients. Health 
professionals stated that the programme should be continued to become a regular 
service. The study found that patients were less inhibited about telling their stories 
when an intercultural mediator was present, rather than an informal interpreter 
such as a child or spouse.

Qualitative evaluation of a recently introduced video remote intercultural 
mediation service in Belgium showed that health-care providers and patients alike 
considered it an acceptable and valid alternative to on-site intercultural mediation  
(Case study 5) (71). The service improved the quality of communication and 
contributed to bridging cultural gaps (although to a lesser extent than on-site 
intercultural mediation). Health-care providers recounted instances in which 
mediators had provided information on the meaning of certain concepts or 
terms used by patients. However, all parties (including the intercultural mediators 
themselves) generally preferred the intercultural mediator to be physically present.

Case study 5. Video remote intercultural mediation in Belgium

Since 2016, health-care providers working in hospitals, primary care centres 
and medical services at refugee centres have been able to access the services of 
trained intercultural mediators remotely (71). Using a specific app, the health-care 
provider can book (and in many cases use the services of) a suitable intercultural 
mediator within seconds. About 160 health-care organizations currently have 
access to a network of intercultural mediators. It provides intercultural mediation 
in over 20 languages. For the languages in most demand (Arabic (Maghreb 
and Middle Eastern), Bulgarian, Russian and Turkish), one or two intercultural 
mediators are on call during office hours, but for Dari, Farsi and Romanian 
intercultural mediators are only on call in the mornings. Mediators working in 
other languages always have to be booked in advance. The programme enables 
services to be provided at a large number of health-care organizations for many 
different migrant groups in a more efficient way than using on-site mediators. 
However, the uptake of mediation services by health-care providers has been 
slow and it is difficult for intercultural mediators to perform much-needed 
roles beyond linguistic interpreting and cultural clarification.

A qualitative study of the views of health-care providers, managers and interpreters/
mediators on the roles of interpreters/mediators working in a Barcelona hospital 
indicated that health service staff considered that intercultural mediators brought 
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added value over interpreting because they also successfully interpret the cultural 
code (62). Mediators were further described as the link between the health system 
and the migrant patient and as “facilitating and helping towards understanding”.

In a quantitative study of how different health-care professionals in Italy coped 
with the difficulties of working with refugee and migrant patients (57 health-
care providers), all staff members of a paediatric haematology and oncology 
department indicated that intercultural mediators were the most useful type of 
support (jointly with the availability of translated health education material) (75). 
Intercultural mediators were effective for both overcoming the language barriers 
and understanding different cultural attitudes.

A case study of an Indian patient in an Italian neurology department described 
in minute detail how, during the translation process, “ample room is left for the 
mediator’s creative contribution and sensitivity”. The intercultural mediator adapted 
and created a new message, taking into account the culture of the receiver of the 
message (73). The intercultural mediator contributed to the patient’s increased 
participation and involvement in the mediated dialogue by giving emotional 
reassurance, encouraging the patient’s self-expression and promoting doctor–patient 
contact. These factors promoted intercultural dialogue and mutual understanding.

Evaluation of an intercultural mediation programme in Catalonia, Spain, found that 
the programme responded to the needs and demands of both health professionals 
and the migrant population, and subsequently improved communication between 
these groups (72). Similarly, the first evaluation of intercultural mediation in health 
care in Greece concluded that the project was effective in increasing accessibility 
and quality of care and contributed to reducing health disparities (53). Hospital 
managers (both participants and those not included in the programme) agreed 
unanimously to continue the intercultural mediation programme.

One study examined two recorded interventions of intercultural mediators (one at 
a Belgian hospital emergency department and another at an Italian migrant health 
centre) (28). The study analysed the roles performed by mediators during and 
outside the three-way dialogue intervention and their effects on the relationship 
between the patient and the different health-care providers (28). In both cases, 
mediators interpreted, accompanied patients, helped patients to navigate the 
health-care system, conferred with health-care providers and provided after-care 
support, which involved advocacy. The mediators made it possible for patients to 
communicate with the different health-care providers and created the conditions 
needed to give them the same access and opportunities as indigenous patients. 
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Advocacy by the mediators enabled patients to receive the care they were entitled 
to in a timely manner.

An analysis and description of the effects of 55 recorded interventions of intercultural 
mediators noted how interpreting a patient’s turn of phrase, including the 
interpretation of implicit content (primarily emotions), improved the emotional 
rapport between the patient and doctor (74).

2.3.2  Access to health services
Another quantitative study examined the satisfaction level of Albanian migrants in 
Slovenia and their evaluation of health education sessions; migrants considered the 
presence of the intercultural mediator to be extremely important and helpful (32). 
The study found that intercultural mediation was an efficient tool for overcoming 
the linguistic obstacles faced by the Albanian‑speaking community in accessing 
the Slovene health-care system and might ultimately increase the quality of health 
care and reduce inequalities in access.

Quantitative data on HIV telephone counselling showed that call answering by 
specifically trained intercultural mediators in the languages of the main migrant 
groups substantially increased the number of calls from migrants (58). The study 
further found that use of an intercultural approach (based on a professional team 
of researchers and trained cultural/linguistic mediators) facilitated the interaction 
with migrants and improved the effectiveness of the counselling intervention  
(see Case study 6 for further information).

Case study 6. Telephone counselling for HIV/AIDS in Italy

An Italian telephone counselling service for HIV/AIDS and sexually transmitted 
infections (Telefono verde Aids e infezioni sessualmente trasmissibili (TVA/
IST), operated by the Psycho-Socio-Behavioural Research, Communication 
and Training Operating Unit, Italian National Institute of Health) trained a 
group of linguistic and intercultural mediators to provide information and 
counselling to migrants by telephone (58). Specific training on communication 
and counselling related to health topics (including infectious diseases and 
HIV/AIDS), delivered by TVA/IST personnel, included a five-day course on 
HIV/AIDS (epidemiology, transmission paths, testing and care approaches), 
approaches to health and health problems in different global cultures and 
specific methodologies for telephone counselling. Mediators also received  
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30 days of on-the-job training under the supervision of professional operators 
at the TVA/IST unit. Mediators were selected from migrant groups that speak 
the languages mainly used by migrants living in Italy (Arabic, Chinese, English, 
French, Romanian, Russian and Spanish) and came from north and west Africa, 
eastern Europe, South America and Asia.

The project led to a significant increase in telephone calls from migrants over 
the 2007–2008 period when the intercultural counselling service was active. 
The presence of cultural and linguistic mediators was considered to significantly 
favour the access of migrants to the helpline service. Notably, fewer calls from 
migrants were recorded in the years following the end of the project.

2.3.3  Perceived discrimination
A study found that the interventions of trained intercultural mediators in a Spanish 
hospital serving a high number of refugees and migrants reduced the perceived level 
of discrimination in migrant patients from other cultures (96). These mediators 
had received 100 hours of training in interpreting and two and a half months of 
practical training. No further details of the training were given.

2.3.4  Identification of social problems and gender-related violence
A quantitative study on care for migrant women carried out in Madrid, Spain, 
found that intercultural mediators identified social problems more often than 
other professionals, and detected more than double the number of cases of gender 
violence (60). The migrant women had been referred to the mediator by health 
professionals and social workers at a centre for sexual and reproductive health 
because of social problems, relational problems, gender violence and requests for 
contraception. The mediators had received special training in these domains and 
met the migrant women (from the Maghreb and Latin America) in one-to-one 
meetings, in which they mainly provided information on sexual and reproductive 
health issues and referred the women to appropriate specialized services.

2.3.5  Critical issues observed in the interventions of intercultural 
mediators
Several studies described critical issues that influence the quality of care for refugees 
and migrants or limit the impact of the mediators’ interventions (46,50,56,62,70).

Case study 6. (Contd)
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An analysis of 92 mediated three-way dialogue (triadic) interventions with five 
mediators working with sub-Saharan migrants in a gynaecology/family planning 
clinic and primary care centre in Italy found that the migrant patients rarely 
participated as actively as the other participants, with mediators becoming the 
main interlocutors by assuming conversational dominance and/or proxy roles 
(50). This two-way, instead of three-way, dialogue left little conversational space 
for patients, who were largely limited to yes/no responses.

Another study noted a lack of transparency in the interventions of mediators, 
along with a tendency to make decision on behalf of the patients and a lack of 
interpreting skills (62). The mediators used summarizing (with the positive intention 
of simplifying the information and not overwhelming the patient) but did not give 
patients all of the information being shared in the interaction.

A study of intercultural mediation in mental health-care services in France found 
that a focus on cultural differences by intercultural mediation programmes was 
perceived as threatening by some patients. The patients were afraid that the 
presence of an intercultural mediator during the consultation would cause them 
to lose their individuality and be reduced to a cultural stereotype (70). Another 
study found that culture brokers tended to overemphasize the role of culture in 
the patient’s point of view as a way of reinforcing their own role as the expert on 
the patient’s culture (46). Combined with the tendency of health professionals to 
too quickly and wrongly attribute health problems (and problems experienced in 
delivering health care) to the culture of the migrant patients (56), this may lead to 
undue, harmful and ineffective attention to culture.

A main goal of intercultural mediation is to empower the patient and mitigate 
the effects of the power imbalance between the health-care provider and patient. 
Nevertheless, the power dynamics in institutional settings and feelings of social 
vulnerability may lead intercultural mediators to align themselves with the 
institution rather than the patient, even when health practitioners encourage the 
latter course (46).

2.3.6  Perceived added values and risks
Several studies provided insight from experts on the perceived added benefit of 
intercultural mediators in health care (55,59,65,66). Although the studies did not 
aim to assess the effectiveness of intercultural mediators and their primary focus 
was not to study intercultural mediators, they nevertheless included observations 
of how intercultural mediators contribute to health care.
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Some of the studies described the contributions of intercultural mediators in bridging 
sociocultural gaps and building trust. For example, mediators who facilitated 
group awareness, psychoeducation and individual therapy sessions for refugees 
and migrants who had experienced violence along the western Balkan route 
were reported to have contributed to enhancing dialogue, trust and intercultural 
understanding (65). They were also described as generating confidence in families 
and understanding the emotions, feelings and traditions of refugees and migrants, 
mainly during interviews with families of organ donors born outside Spain (59).

The contributions of intercultural mediators to increasing the uptake of health-care 
services were documented in several studies. Mediators working in socioculturally 
adapted services for the prevention and early diagnosis of HIV in Spain were described 
as contributing to a higher HIV detection rate compared with similar programmes 
in different settings (66). The mediators had a background in psychology, social 
work or social education and had received specific training in HIV.

Cultural mediators also contributed to the design and distribution of multilingual, 
culturally relevant health education materials in a programme to prevent travel-
related illnesses for those in Spain who were intending to visit friends and relatives 
in their countries of origin (Case study 7) (55).

Several studies highlighted the positive influence of intercultural mediators 
on inclusion and the provision of high-quality care for refugees and migrants 
(22,46,48,68,76). Intercultural mediators were recognized as contributing to a 
positive social dynamic that prevents exclusion and promotes respect for cultural 
diversity (22). They also facilitated the integration of refugees and migrants into 
society, increased the culture sensitivity of their institutions and showed initiative 
in providing refugees and migrants with access to extra information (e.g. about 
bureaucratic procedures in hospitals) (48). Intercultural mediators were acknowledged 
to facilitate effective communication and exchange between health-care providers 
and refugees and migrants (46,68,76).

A qualitative study based on in-depth interviews with seven nurses and six 
intercultural mediators6 assessed the perceptions of palliative care professionals 
regarding the management of migrant patients in Huelva, Spain, and aimed to 
identify whether there was a need to incorporate intercultural mediators. The study 

6	 The intercultural mediators were involved in the study only as informants (they did not appear to be 
working in the palliative care unit).
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Case study 7. New citizens, new patients: development of a culturally adapted 
health education campaign in Ramon y Cajal Hospital, Madrid

This campaign was particularly aimed at informing people of sub-Saharan 
African or Latin American origin (i.e. migrants) who intended visiting friends 
and relatives of the risks associated with travelling to their countries of origin 
(e.g. severe malaria) (55). Intercultural mediators who had received specific 
training on this topic were involved in the adaptation of culturally tailored 
illustrated leaflets and posters that were then tested by the mediators and a 
team of health staff. This measure was adopted to ensure that the materials 
were fully comprehensible and would not be offensive. The most important 
contribution made by the intercultural mediators related to the colours used 
to represent risk in the maps (warm colours, such as red or yellow). Mediators 
also helped in designing drawings by explaining which images would be mostly 
understood, regardless of the education level of readers.

Leaflets were distributed by intercultural mediators before the Christmas and 
summer holidays in various locations. At the same time, the mediators also 
gave the information verbally but without any specific medical advice. Finally, 
intercultural mediators contributed to the development of a multilingual 
website aimed at improving the accessibility of health promotion information 
to visiting friends and relatives (http://www.saludentreculturas.es). No formal 
evaluation of the impact of the intervention was performed.

found that the health-care providers adopted “an ethnocentric stance… without 
being aware of their own cultural convictions restricting their care”, and concluded 
that intercultural mediators were crucial to provide culturally competent care at 
the end of life because they can shed light on areas of potential conflict caused 
by a lack of knowledge about the patient’s culture (67).

A study in the Piedmont Region of Italy described how linguistic and cultural barriers 
led to misunderstandings between health staff and migrant families regarding organ 
donation (98). A specific training course was developed for intercultural mediators 
already qualified in health care with the aim of decreasing misunderstandings and 
improving communication in this area. The study argued that health professionals 
should support the relationship between the intercultural mediators and the family 
to bring families and staff closer together, not only to smooth any linguistic and 
cultural difficulties but also to enable health staff to learn the social habits and 
conventions, religious beliefs and culture of migrants.

http://www.saludentreculturas.es
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2.4  Factors facilitating the performance of 
intercultural mediators
Little evidence was available on the conditions needed to enable intercultural 
mediators to effectively perform their tasks. However, a number of contributory 
factors were identified.

Professionalization
	 Clear definitions of the nature and the limits of the profession, including 

regulation of the professional practices (a code of ethics and standards) were 
considered essential factors in the effectiveness of intercultural mediators 
in health care (19,45,78). Absence of these factors can lead to uncertainty in 
the mediator, a lack of recognition of the mediator’s function by health-care 
providers and unclear expectations of mediator’s role in the health service 
(22,46,87). It is, therefore, essential that clinicians are adequately informed on 
the roles and tasks of intercultural mediators, and are trained to collaborate 
with them and to accept their advice (46,71,87).

Training and support
	 Strong linguistic skills combined with training in interpreting were considered 

essential for mediators because their tasks frequently involve interpreting 
(either officially or unofficially) (21,48–50). Mediators must also understand 
the organization of health and social services, the roles of the different health-
care providers and basic medical terminology (78,95). After completing basic 
training, mediators should receive regular training for capacity-building 
and supervision sessions to discuss problems they encounter in their work 
(22,38,45,46,56,69). An important dimension of the supervision sessions is 
providing support because mediators may lack psychological support when 
dealing with challenging cases and are at risk of secondary traumatization and 
developing burn-out (45,46,56,90,91). Where necessary, intercultural mediators 
should also have access to individual supervision and psychological support 
(23,45). Supervision sessions are generally considered the most useful aspect 
of training: the most common issues are imposing boundaries, clarifying their 
role in the three-way dialogue relationship and managing emotions.

Biculturalism
	 Intercultural mediators have to be able to navigate between different sociocultural 

world views and cope with tensions raised by conflicts of interest and loyalty (84). 
To achieve this, intercultural mediators may be bicultural (84) or share the 
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same cultural background and a similar migration history as the patients 
they support (49,85,86,88). However, an ethnic or cultural match between 
the mediator and migrant patient is not always considered a prerequisite for 
successful intercultural mediation (46). One study warned against making the 
assumption that having a common origin and migration history is sufficient 
to be an effective culture broker; instead, having theoretical insight into the 
culture and sharing knowledge/experiences of their role can help intercultural 
mediators to avoid bias towards their own biographical experience (89).

Recognition of status
	 The low status of intercultural mediators in Belgian hospitals reportedly made 

it difficult for them to defend patients’ rights or intervene to protect patients’ 
well-being or dignity (e.g. because of discrimination) (56). Consequently, 
mediators found it difficult to advocate effectively for the patients.

Incorporation into the health service strategy
	 To provide effective intercultural mediation, health-care services need to develop 

a comprehensive strategy that facilitates a reliance on intercultural mediators, 
encourages health-care providers to call them in when necessary and provides 
the necessary logistics. This requires the organization to have a coordinated 
approach, ideally as part of a well-developed equity strategy, as well as a point 
of contact for mediators to report problems that occur (23,90).
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3. DISCUSSION

3.1  Strengths and limitations of the review
This is the first synthesis of evidence on the roles and effectiveness of intercultural 
mediators in improving accessibility and quality of care for refugees and migrants 
in the WHO European Region. It combines insight and evidence from diverse 
disciplines, including medicine (different fields), anthropology, psychology, 
interpretation and linguistics.

This rapid review was based on an extensive review of both peer-reviewed and 
grey literature. Searches were carried out in English and Russian, the two most 
widely spoken languages across the Region. The analysis was limited to documents 
published in Dutch, English, French, German, Russian and Spanish. This linguistic 
bias undoubtedly led to the exclusion of relevant literature from other countries, 
particularly those without a long history of intercultural mediation. This review 
includes documents reporting on 20 Member States in the WHO European Region, 
although intercultural mediation in health care may currently not be available in 
all of these. For example, the database of mediators for 12 post-Soviet countries 
(Armenia, Azerbaijan, Belarus, Georgia, Kazakhstan, Kyrgyzstan, Republic of 
Moldova, Russian Federation, Tajikistan, Turkmenistan, Ukraine and Uzbekistan) 
lists a limited number of mediators, and health care is not explicitly mentioned as 
one of the domains in which they are active (99,100). Most publications were from 
Belgium, France, Italy and Spain, where intercultural mediation is well established.

Studies in which intermediaries were described as (inter)cultural mediators (and 
equivalent terms such as intercultural interpreter and mediator and culture broker) 
were included in the review. However, studies in which intermediaries were not 
described in these terms were excluded, even though their work (official or unofficial) 
may closely resemble the work of intercultural mediators, for example interpreters 
working in health care, link workers and patient navigators (mainly active in the 
United States), as discussed in HEN synthesis report 62 (29).

3.2  Development of intercultural mediation as a 
fully integrated health profession
The review found consensus on the main roles of intercultural mediators in 
bridging cultures to improve communication and understanding between health-
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care providers and patients who do not share the same sociocultural background. 
This nearly always included linguistic interpreting, and often included assisting in 
adapting services to the needs of refugees and migrants. However, there was lack 
of clarity on the scope of the work. Although this gives intercultural mediators the 
freedom to tailor their help to the patient’s needs, it can also lead to a lack of clarity 
on the role of intercultural mediators: for refugees and migrants, in not knowing what 
help mediators can provide; for mediators, in not knowing where their professional 
boundaries lie and what is expected of them; and for health-care managers and 
clinicians, in not knowing what to expect of mediators. Intercultural mediators 
currently employed in health-care settings would benefit from psychological 
support, continuing education programmes and accreditation systems.

The review identified a need for professionalization, with coherent definitions, 
professional standards and an ethical code to clarify the roles and responsibilities 
of intercultural mediators. This would increase the awareness of how and where 
mediators can support health/social-care providers and patients and would help 
policy-makers to determine the best ways to incorporate mediators into health 
systems. The review found that training courses for intercultural mediators vary 
in duration, educational outcome and quality across different programmes and 
contexts. Standardization of training at the national and regional levels would 
contribute to the development of a clear professional identity for intercultural 
mediators and support their rational deployment by health service providers and 
policy-makers.

Both refugee and migrant patients and health-care providers would benefit from 
guaranteed access to standardized health-care services facilitated by intercultural 
mediators in health care whenever and wherever needed. National and institutional 
policies could be developed to provide a comprehensive, systemic approach to 
managing diversity and patient equity in health-care organizations, including the 
use of intercultural mediators in defined roles. The design and implementation of 
these policies could involve input from intercultural mediators and refugees and 
migrants. In addition, the contribution of intercultural mediators to equitable health 
care could be recognized, for example by considering their use in the accreditation 
process for health-care institutions.

3.3  Further research
This review identified a lack of evidence on the benefits of using intercultural 
mediators in terms of measured improvements in accessibility and health outcomes 
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and the cost–effectiveness of using intercultural mediators. Further interdisciplinary 
research and the creation of international networks are needed to support evidenced-
informed practice and the exchange of best practices.

3.4  Policy considerations
Based on the review findings, the following policy considerations to improve 
the equity of health services for refugees and migrants can be considered by 
Member States:

•	establish clear and coherent definitions of the roles and responsibilities of 
intercultural mediators working in the health sector;

•	establish professional guidelines, standards and quality assurance processes to 
support the recognition and full professionalization of intercultural mediation 
in health care;

•	develop standardized training and accreditation processes to facilitate the 
systematic deployment of intercultural mediators;

•	provide ongoing training, supervision and psychological support for intercultural 
mediators to build capacity and enhance the quality and consistency of their 
service;

•	provide training for health-care professionals in the use of intercultural 
mediation; and

•	develop and implement formal national strategies to maximize the contributions 
and effectiveness of intercultural mediators in the health sector and encourage 
managers and health-care providers to develop a comprehensive and systematic 
approach to the management and integration of intercultural mediators.
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4. CONCLUSIONS
Intercultural mediators bridge sociocultural and linguistic gaps; prevent and 
resolve conflicts; facilitate the therapeutic relationship and the integration and 
empowerment of patients; and provide advocacy. Some are also involved in 
social work, counselling, health education and promotion, and they may act as  
co-therapists in mental health care. Intercultural mediators are a diverse group: they 
differ in the roles they perform, their professional backgrounds and the content 
and duration of their training.

This review found that intercultural mediators contribute to reducing the interference 
of sociocultural and linguistic differences in health care and improve the accessibility 
and quality of care, mainly through improving communication and creating trust 
and understanding in the relationship between health-care provider and patient. 
With sufficient training, they should be able to achieve their full potential to empower 
patients and increase the cultural competence of the health-care provider. However, 
recognition of intercultural mediation as a profession is hampered by a lack of 
training, certification and accreditation procedures, and the non-systematic and 
inconsistent implementation of intercultural mediation programmes. Moreover, 
health-care providers have insufficient training in working with intercultural mediators.

Interdisciplinary research and the creation of international networks are needed 
to support evidenced-based practice and the exchange of best practices. Finally, 
the wider implementation of intercultural mediators in health care should be 
promoted, along with strategies that encourage managers and health-care providers 
to develop a comprehensive and systemic approach to the management of diversity.
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Annex 1. SEARCH STRATEGY
Databases and websites
Searches were performed in August and September 2018 in English and in December 
2018 and January 2019 in Russian and included peer-reviewed literature identified 
through academic databases (English: Cochrane Library, Embase, Google Scholar, 
Pubmed and Scopus; Russian: Bielefeld Academic Search Engine, Cyberleninka, 
East View, eLibrary, Nauka-rastudent, Scholar.ru and Scientific Archive of the 
Russian Federation) and grey literature identified through websites of the Council 
of Europe, the International Organization for Migration and the WHO Regional 
Office for Europe. The references of key documents were reviewed to identify 
further relevant documents. In addition, experts involved in the ADAPT network (1) 
(a former COST action1) and the Erasmus+ TIME project (2)2 and members of the 
Migrant Friendly and Culturally Competent Healthcare Task Force3 (operating within 
the framework of the WHO International Network of Health Promoting Hospitals 
and Health Services (4)) were contacted to identify other relevant documents.

Study selection
Studies published between January 2008 and November 2018 and based in Member 
States of the WHO European Region were eligible for review if they:

•	focused on one (or more) of the following topics:
–– 	the concept of intercultural mediation in health care;
–– training programmes for intercultural mediators in health care;
–– 	accreditation and deployment of intercultural mediators in health care;
–– 	effects of intercultural mediators on the accessibility and quality of care; 
and

1	 The ADAPT network (2011–2015) included 130 members from 30 countries, chosen for their knowledge 
of the research on migrant and ethnic minority health in their country, with the aim of obtaining 
an overview of the situation in COST (European Cooperation in Science and Technology) countries 
(mainly those in the European Union and European Free Trade Association). It was the largest and 
most representative scientific network in this domain.

2	 The ERASMUS+ TIME project involved experts in intercultural mediation from seven European Union 
countries. They developed the most comprehensive training programme for intercultural mediators 
to date.

3	 A group of experts on equity in health care. The Task Force developed the Standards for Equity in Health 
Care for Migrants and other Vulnerable Groups (3), which have been used in 16 countries.
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–– the conditions that determine the effectiveness of intercultural mediation 
in health care; and

•	were published in Dutch, English, French, German, Russian or Spanish.

Studies were excluded if they:

•	did not contain the search terms “intercultural mediator” or “cultural mediator” 
(or their equivalents in Dutch, French, German, Russian or Spanish) in the 
title or the abstract (for documents without an abstract, the whole text was 
scanned for the presence of relevant information on intercultural mediators 
in health care); or

•		did not concern refugees and migrants.

The literature searches identified 3858 records in the peer-reviewed and grey 
literature (1137 from database searches in English, 2651 from database searches in 
Russian and 70 from website searches in English). For searches in English, after 
removal of duplicates 1049 titles and abstracts were screened (if no abstract was 
available, then the introduction and conclusions were read) and 68 records were 
selected. For searches in Russian, manual qualitative pre-assessment after removal 
of duplicates identified 31 potentially relevant documents; of these three were 
included in the synthesis. A further 11 documents were identified from the expert 
enquiry. Despite the fact that they were published outside the WHO European 
Region, these were included in the final analysis for their relevance as key documents 
providing a comprehensive overview of the roles of intercultural mediators. In total, 
82 documents were selected for inclusion in the synthesis (Fig. A1.1).

Search terms
The following search terms were used for searches in English in Cochrane Library, 
Embase, Pubmed and the WHO Regional Office for Europe website: “cultural 
mediator”, “intercultural mediator”, “cultural mediation” and “intercultural mediation”. 
For the searches in Google Scholar, Scopus and the websites of the Council of 
Europe and the International Organization for Migration these search terms 
were combined with “health care”. An additional search was conducted in Google 
Scholar to identify documents providing information on the training, accreditation 
and deployment of intercultural mediators in health care using the search terms 
“intercultural mediator”, “cultural mediator” in combination with “training” AND 
“health care”; “accreditation” AND “health care”; and “deployment” AND “health 
care”. For the searches in Google Scholar, results were limited to documents 
published in Dutch, English, French, German and Spanish.
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Fig. A1.1. Selection of studies
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a  Apart from 11 documents retained for their overview information.
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The following search terms were used for the searches in Russian in the Bielefeld 
Academic Search Engine, Cyberleninka, East View, eLibrary, Nauka-rastudent, 
Scholar.ru and the Scientific Archive of the Russian Federation:

(“Межкультурная медиация” ИЛИ “Межкультурная коммуникация” ИЛИ 
“Межкультурное посредничество” ИЛИ “Межкультурное общение” ИЛИ 
“Межкультурный диалог” ИЛИ “Межкультурный подход” ИЛИ “Межкультурная 
компетентность” ИЛИ “Межкультурный посредник” ИЛИ “Межкультурный 
медиатор” ИЛИ “Культурный посредник” ИЛИ “Культурный медиатор” 
ИЛИ “Медицинский переводчик” ИЛИ “кросс-культурная медиация” ИЛИ 
“кросс-культурная коммуникация” ИЛИ “кросс-культурное посредничество” 
ИЛИ “кросс-культурное общение” ИЛИ “кросс-культурный диалог” ИЛИ 
“кросс-культурный подход” ИЛИ “кросс-культурная компетентность” ИЛИ 
“кросс-культурный посредник” ИЛИ “кросс-культурный медиатор” ИЛИ 
“кросскультурная медиация” ИЛИ “кросскультурная коммуникация” ИЛИ 
“кросскультурное посредничество” ИЛИ “кросскультурное общение” ИЛИ 
“кросскультурный диалог” ИЛИ “кросскультурный подход” ИЛИ “кросскультурная 
компетентность” ИЛИ “кросскультурный посредник” ИЛИ “кросскультурный 
медиатор”);

(“Здравоохранение” ИЛИ “больница” ИЛИ “заболевание” ИЛИ “посещение 
медицинского учреждения” ИЛИ “проблема со здоровьем” ИЛИ “доступ к 
здравоохранению” ИЛИ “врач” ИЛИ “пациент” ИЛИ “медицинский персонал” 
ИЛИ “медицинская страховка” ИЛИ “государственная больница”); (“миграция” 
ИЛИ “мигрант” ИЛИ “мигранты” ИЛИ “беженец” ИЛИ “беженцы” ИЛИ “трудовые 
мигранты” ИЛИ “языковой барьер”)

The number of results for the databases and website were as follows:

Bibliographic databases:
In English:
Google Scholar [1020]
Scopus [56]
Pubmed [32]
Embase [29]
Cochrane Library [0]

In Russian:
Scientific Archive of the Russian Federation [1175]
eLibrary [667]
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Cyberleninka [663]
Bielefeld Academic Search Engine [132]
Scholar.ru [12]
Nauka-rastudent [2]
East View [0]

Websites of regional and global organizations:
Council of Europe [43]
International Organization for Migration [7]
WHO Regional Office for Europe [20]

References
1. 	 IS1103: adapting European health systems to diversity (ADAPT). In: COST: 

European Cooperation in Science and Technology [website]. Brussels: COST 
Association; 2019 (https://www.cost.eu/actions/IS1103/#tabs|Name:overview, 
accessed 18 June 2019).

2. 	 Good practice example on Erasmus+ project results platform. In: TIME: train 
intercultural mediators for a multicultural Europe [website]. Mediation-Time; 
2015 (http://mediation-time.eu/, accessed 18 June 2019).

3. 	 International Network of Health Promoting Hospitals and Health Services. 
Standards for equity in health care for migrants and other vulnerable groups: 
self-assessment tool for pilot implementation.; Copenhagen: WHO Regional 
Office for Europe; 2014 (http://steso.fi/data/documents/Equity_Standards_
SAT_kasikirja.pdf, accessed 18 June 2019).

4. 	 Research project: TF MED – Task force migration, equity and diversity. Seville: 
Center of Community Research and Action at the University of Seville; 
2019 (https://cespyd.es/en/research/tf-med-task-force-migration-equity-
diversity/, accessed 18 June 2019).

https://www.cost.eu/actions/IS1103/#tabs|Name:overview
http://mediation-time.eu/
http://steso.fi/data/documents/Equity_Standards_SAT_kasikirja.pdf
http://steso.fi/data/documents/Equity_Standards_SAT_kasikirja.pdf
https://cespyd.es/en/research/tf-med-task-force-migration-equity-diversity/
https://cespyd.es/en/research/tf-med-task-force-migration-equity-diversity/


WHAT ARE THE ROLES OF INTERCULTURAL MEDIATORS IN HEALTH CARE  
AND WHAT IS THE EVIDENCE ON THEIR CONTRIBUTIONS AND EFFECTIVENESS 
IN IMPROVING ACCESSIBILITY AND QUALITY OF CARE FOR REFUGEES AND 
MIGRANTS IN THE WHO EUROPEAN REGION?

HEALTH EVIDENCE 
NETWORK SYNTHESIS 

REPORT

48

Annex 2. MAIN DIFFERENCES 
BETWEEN INTERPRETERS AND 
INTERCULTURAL MEDIATORS IN 
HEALTH CARE
The main differences between the roles of interpreters and intercultural mediators 
in health care as found in the synthesis are shown in Table A2.1.

Table A2.1. The main differences in the roles of interpreters and intercultural 
mediators in health care

Role Interpreter Intercultural mediator

Resolving 
language 
barriers

Focuses on resolving 
language barriers through 
mediating spoken messages 
between people speaking 
different languages without 
adding, omitting or distorting 
meaning or editorializing 
(23,28,33,34,35,63,64)

Resolves language barriers 
through mediating spoken 
and written messages 
(i.e. may also translate) 
(21,23,28,32–34,38,55,56,58,93)

Focuses on ensuring the 
comprehension/understanding 
of messages exchanged 
between care provider and 
patient and facilitating the care 
provider–patient relationship 
(22,23,28,32,45,46,52,53,56,93)

Resolving 
(socio)
cultural 
barriers

Culture brokerage, 
if accepted by professional 
standards/organization; 
mostly limited to the use 
of cultural knowledge to 
interpret accurately (64,102)

Strong focus on the possible 
interference and management 
of (socio)cultural differences 
in health care through culture 
brokerage (19,21,23,26,33,34,38, 
45–47,51,52,54–56,93,94)

In the case of written messages, 
may be involved in transcreation 
of the message, taking 
into account the (cultural) 
characteristics of the target 
population to make the message 
understandable, acceptable 
and effective (32,55,62,97)
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Role Interpreter Intercultural mediator

Setting/
types of 
assignment

Strong (often exclusive) focus 
on the encounter between the 
health-care provider and user

No (or limited) one-to-one 
meetings with the health-care 
provider and patient (28)

Frequent one-to-one meetings 
with the health-care provider and 
patient as a strategy to resolve 
the interference of sociocultural 
differences (23,52,54,56,58,60)

Provides information to groups 
of patients and health-care 
providers to resolve the 
interference of sociocultural 
differences (19,32,50,52,54,56)

Neutrality 
vs advocacy

Focus on impartiality, 
neutrality (35,94,102)

Default position is impartial/
neutral but with an additional 
focus on inequity/inequality; 
explicit mission is patient 
empowerment and advocacy 
(20,22,23,56,93,94)

Improving 
cultural 
competence

No involvement in the 
process of improving cultural 
competence (of the health-
care provider/organization)

Assists individual care providers 
and the organization to provide 
culturally competent care; focus 
on accessibility and quality of 
care (20,23,26,38,45,54,56,58,60,93)

Managing 
conflict

Not involved in the 
processes of conflict 
prevention and resolution

Often explicitly involved 
in conflict prevention and 
resolution (15,47,48,51,53)

Note: references are numbered according to the main reference list.
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